###### Strengths and limitations of this study

-   Use of a clinical structured interview increases the validity of the study, but includes the risk of ignoring symptoms not covered by the assessment.

-   Generalisations to other populations not voluntarily admitted to treatment should be made with caution.

For many years, treatment of violent men has been an important means to reduce intimate partner violence (IPV). However, the efficacy of IPV treatment programmes has been found to be relatively low.[@R1] Some researchers have argued that the poor outcomes may be related to how these programmes are constructed.[@R2] Reviews of IPV programmes show that the majority rely on sociopolitical theories, typically based on gender resocialisation and cognitive behavioural methods, and the majority of treatment providers do not have an education beyond bachelor level.[@R3] [@R4] Not including individual factors and psychologically based theories in the programme curriculum could entail that many programmes may not be able to meet this group\'s various therapeutic needs.[@R5] The vast majority of IPV treatment programmes are primarily based on an understanding of violence as an abusive form of power and control, emphasising cultural and patriarchal conditions in regard to aetiology and interventions.[@R9] A supplementary contribution to the understanding of IPV would be to include information on mental health of men in treatment for IPV.

Violent behaviour has been linked to a variety of mental health symptomatologies such as post-traumatic stress disorder (PTSD),[@R10] personality disorders,[@R13] [@R14] alcohol problems,[@R15] anxiety disorders,[@R18] depression,[@R19] schizophrenia and other psychoses.[@R20] [@R21] Conversely, severe domestic violence is prevalent among psychiatric inpatients.[@R22] It is well known that relative to non-violent men, men who use violence typically display higher levels of substance abuse,[@R23] [@R24] elevated scores on personality pathology[@R25] and depressive symptoms.[@R29] [@R30] Of the men in therapy for violent behaviour, those with borderline or antisocial personality traits have been shown to exert more severe physical, psychological and sexual violence.[@R31] Furthermore, men with PTSD have been shown to display more aggressive behaviour than those without PTSD.[@R5]

Despite previous indications of high rates of mental health problems among men in treatment for IPV, there has been little research that includes more accurate indicators of psychiatric disorders. Specifically, there seems to be a lack of studies assessing axis I psychopathology using structured diagnostic interviews. Specific and diagnostic knowledge about these men's mental health may challenge the prevailing aetiological models of partner violence and contribute to further development of our treatment approaches. Given the prior knowledge on these issues, we predicted rather high levels of psychopathology. The purpose of our study was to estimate the prevalence of psychiatric disorders among men voluntarily seeking treatment for IPV, using a structured diagnostic interview.

Methods {#s1}
=======

Participants {#s1a}
------------

The study population consisted of men voluntarily admitted to a treatment programme for IPV. Of 222 men who contacted a specialised clinic for men using violence against partners during the 1.5-year period from January 2010 to July 2011, 12 did not come to the clinic and 13 were referred to outpatient clinics due to an acute need for a psychiatric ward or for substance abuse rehabilitation; these men were not offered therapy at the clinic. Of the 197 men who were offered therapy, 13 did not provide consent to participate in the study, 2 were excluded from participation due to language difficulties and 3 missed the interview due to administrative failures. Thus, a total of 179 men participated in the study (90.9% response rate). All participants had used some type of violence against a current or former partner. Their age ranged from 18 to 72 years (mean age 35.7 years, SD=9.9), 87.7% were ethnic Norwegian, 46.9% had more than 12 years of education, 72.1% were employed or studying, 64.2% were married or cohabitants, 77.1% had children, 24.6% had formerly been convicted for a violent crime and 81.9% had previously received mental healthcare.

Measures {#s1b}
--------

We used the Mini International Neuropsychiatric Interview (MINI), which is a brief and valid structured diagnostic interview that covers 16 axis I disorders and the axis II antisocial personality disorder according to the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) criteria.[@R32] [@R33] With few exceptions, the MINI measures current psychiatric disorders based on symptoms experienced in the previous month. The MINI is a fully validated, more time-efficient alternative to the Structured Clinical Interview for DSM-IV (SCID)-P and Composite International Diagnostic Interview (CIDI) and has good acceptance by patients.[@R34] We used the Norwegian version of the MINI, V.5.0.0.[@R35] The Norwegian version has been validated in clinical settings and has shown good psychometric properties.[@R35] [@R36]

Screening for violent behaviour was performed as part of the intake procedure, using a shortened version of the Violence Questionnaire (VQ).[@R37] [@R38] VQ includes 40 predefined descriptions of violent behaviour covering seven qualitatively different types of violence (Cronbach's α ranging from α 0.44 to α 0.80). The shortened version included 32 predefined descriptions of violent behaviour covering five qualitatively different types of violent behaviour: physical violence---physical force that inflicts physical harm (punch against body, punch against head, kick, choke, beat up, hit with object, threaten with or use a weapon; such as a knife, firearm or similar object); physically controlling behaviour---physical force that restricts the partner\'s freedom of action (shake, slap, shove, tug, wrench arm, grab or pull to the ground); property violence (hit walls or the table, throw objects, destroy objects, trash/throw food, smash windows/doors); psychological violence---threatening and humiliating behaviour that restricts the partner\'s freedom of action or breaks down the partner's sense of self (threats of violence, use threats to get your will, force your will upon her, interrogate, threats of suicide or to kill her, threats of leaving her, threats of violence against children, call her nasty things, make fun of/humiliate her); and sexual violence (forced intercourse, other forced sexual activity, sexual humiliation of partner, used force to have sex after violence). The men were instructed to respond to each of the five different types of violence, indicating how many times they had used some of the described behaviours.

Procedure {#s1c}
---------

Five treatment clinics were involved in this study; all are affiliated with the Norwegian organisation Alternative to Violence and are located in the east, south and west of Norway. All men were interviewed face to face at their local Alternative to Violence office, with an in-depth session lasting 90--150 min. The interviews were conducted at the intake session by two clinical psychologists who were trained in structured diagnostic interviewing and had substantial clinical experience with treatment of men who use violence. Doubtful cases were discussed by the two clinical psychologists, and in the case of disagreement, a third experienced clinician was consulted.

Ethical considerations {#s1d}
----------------------

All participants were verbally informed about the study, presented a written information letter and have given their written consent.

Results {#s2}
=======

The majority (70.9%) of the men who were offered therapy at the Alternative to Violence clinics and participated in the study fulfilled the diagnostic criteria for at least one current psychiatric disorder. The most prevalent disorder was major depressive disorder, which was present in approximately one-third of the participants ([table 1](#BMJOPEN2013004485TB1){ref-type="table"}).

###### 

Psychiatric diagnosis in men attending treatment for violent behaviour (N=179)

  Diagnosis                         N      Per cent
  --------------------------------- ------ ----------
  Major depressive disorder         57     31.8
  Dysthymic disorder                13\*   8.8
  Manic/hypomanic episode           8      4.5
  Panic disorder                    4      2.2
  Agoraphobia                       25     14.0
  Generalised anxiety disorder      9      5.0
  Social anxiety disorder           21     11.7
  Obsessive-compulsive disorder     17     9.5
  Post-traumatic stress disorder    33     18.4
  Alcohol dependence                36     20.1
  Alcohol abuse                     29     16.2
  Drug dependency                   15     8.4
  Drug misuse                       5      2.8
  Psychotic disorder                3      1.7
  Anorexia/bulimia                  0      0.0
  Antisocial personality disorder   38     21.2
  Any psychiatric disorder          127    70.9

\*N=147.

Additionally, approximately 10% of participants qualified for dysthymic disorder, which means that approximately 4/10 participants had a depressive disorder. An equal number of men fulfilled the diagnostic criteria for an anxiety disorder (38.5%), with PTSD being the most prevalent disorder in this group. Also, an equal number of men fulfilled the criteria for an alcohol or substance abuse disorder (40.2%). Antisocial personality disorder was present in approximately 2/10 participants. There was a high degree of comorbidity, with approximately half of the men qualifying for more than two diagnoses ([table 2](#BMJOPEN2013004485TB2){ref-type="table"}).

###### 

Number of psychiatric diagnoses in men attending treatment for violent behaviour (N=179)

  Number of diagnoses   N    Per cent
  --------------------- ---- ----------
  None                  52   29.1
  One                   41   22.9
  Two or more           86   48.0

A considerable number of participants (44.1%) screened positive for suicidality ([table 3](#BMJOPEN2013004485TB3){ref-type="table"}).

###### 

Suicidality in men attending treatment for violent behaviour (N=179)

  Suicidality              N     Per cent
  ------------------------ ----- ----------
  No suicidal tendencies   100   55.9
  Levels of suicidality          
   Low                     47    26.3
   Moderate                15    8.4
   High                    17    9.5

One-quarter of the men reported thinking that it would be better to be dead, without having suicidal plans (a low suicidality score). Approximately 1/10 participants had a high suicidal score that involved specific suicide plans, an experience of being unable to control suicidal impulses or actual attempts to commit suicide.

Discussion {#s3}
==========

This study uncovered a high prevalence of psychiatric morbidity among men who voluntarily attended treatment for violence against a partner. Seven out of 10 participants had at least one psychiatric disorder. Three major groups of disorders stood out, with approximately equal numbers of men in each diagnostic category: depressive disorders, anxiety disorders and alcohol/substance abuse. Comorbidity was high, with nearly half of the men assigned two or more diagnoses.

The prevalence of psychiatric disorders among men in therapy for violent behaviour was considerably higher than that found in the general Norwegian male population.[@R39] [@R40] This observation is in line with earlier research showing high levels of mental health problems among violent men. To the best of our knowledge, our study is the first to examine a broad spectrum of psychiatric disorders in men attending therapy for violent behaviour, using a structured diagnostic interview. Previous studies in the field have mainly used self-reporting instruments, which may be less precise in terms of diagnostic accuracy.[@R41]

The high prevalence of depression in our sample was considerably higher than estimates of probable depressive disorder in American men arrested for domestic violence, whereas the prevalences of PTSD were similar in the current study as in previous work.[@R42] Overall, our findings support the notion that men in therapy for IPV suffer from a broad spectrum of psychopathologies.[@R42] The high prevalence of alcohol and substance abuse disorders measured here is known from earlier studies.[@R8] [@R43] [@R44]

The association between IPV and mental disorder has yet to be explained. Many men using IPV have experienced childhood abuse and exposure to violence,[@R38] [@R45] [@R46] factors known to contribute to the development of violent behaviour[@R47] [@R48] and to be consistently associated with adult mental disorders.[@R49] [@R50] Thus, violent behaviour and psychopathology might be related to long-term effects of growing up in violent homes.[@R51] Also, violent behaviour may be more prevalent among individuals with psychiatric diagnoses as a result of mental processes, such as social information processing deficits.[@R11] [@R52] Additionally, psychological distress may be caused by violence and its context and consequences.

The present population consisted of men voluntarily admitted to therapy for violent behaviour. Thus, our findings cannot unconditionally be generalised to populations of men ordered to therapy by a court. Cultural background should also be taken into consideration when interpreting the results. We evaluated 16 axis I DSM-IV disorders that are common in the general population[@R33]; we cannot rule out the presence of other psychiatric disorders or conditions that may be prevalent among violent men. With the exception of antisocial personality disorder, we did not evaluate axis II disorders. Thus, our study might display a biased picture of the most common psychiatric disorders in this population, personality disorders taken into account. Our findings may be limited to the population of men voluntarily seeking help and should not easily be generalised to violent men in general. Finally, our assessment relied on a single diagnostic instrument, the MINI. Challenges of structured interviews include the risk of ignoring symptoms not covered by the questions and limitations in examining complex issues with dichotomous outcomes.

High prevalence of psychiatric disorders among men attending therapy for violence calls for attention regarding clinical practice for these patients. IPV treatment programmes have, to a limited extent, grown out of psychological knowledge. Treatment of psychiatric disorders is not an integrated part of most IPV programmes.[@R53] The majority of IPV programmes in the USA dictate a uniform course of treatment, and some states explicitly forbid the use of more psychological-oriented or mental health-oriented treatment models.[@R9] Given the knowledge that the majority of men in treatment for IPV harbour psychiatric disorders that may benefit from therapeutic intervention, it seems rather unethical to not offer this help as an integrated part of therapy. Further, a number of authors have argued that treating psychopathology may have beneficial effects on violent behaviour.[@R54] This hypothesis has been supported by studies on treatment of alcohol problems,[@R57] [@R58] but remains to be tested in relation to other psychopathological conditions.[@R59] [@R60]

Theoretically, violence can be interpreted as exclusively a behavioural, attitudinal or criminal problem. However, violence could also be interpreted as a function of underlying psychological difficulties. The two conditions appear simultaneously, or one after the other, or they may interact in ways that affect the course and prognosis of both conditions. Psychopathology and concurrent violent behaviour call for an intensified approach towards psychiatric disorders as a part of treatment programmes. Regardless of the underlying mechanisms, a high prevalence of psychiatric morbidity suggests the need for diagnostic assessment and treatment in itself.

IPV is a complex phenomenon. Interventions including assessment, knowledge and treatment of psychiatric disorders expand the concept of 'power and control' as the main focus for IPV treatment. Integrating relevant psychological issues in treatment of IPV may generate new requirements for educating and training IPV treatment providers. Further, this may be particularly important, enabling the development of treatment programmes designed to meet each individual\'s therapeutic needs and thereby enhancing the probability of better programme outcome.
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